INTRODUCTION {#s1}
============

*Fasciola hepatica* is a trematode acquired by eating raw water plants such as watercress or drinking water that is contaminated with the encysted form of the parasite.^[@R1]^ This condition affects 2.6--17 million people worldwide, especially individuals who reside in subtropical areas.^[@R2],[@R3]^ Commonly, *F. hepatica* affects the hepatobiliary system. However, it can also compromise extrahepatic organs such as the brain, the lung, and, rarely, the gastrointestinal tract.^[@R4]--[@R6]^ We present an elderly patient with constitutional symptoms, eosinophilia, and an atypical gastric mass.

CASE REPORT {#s2}
===========

A 71-year-old native male resident of Ancash in northern Peru (Andean heights) was admitted with slowly progressive epigastric abdominal pain, early satiety, and weight loss over the previous 12 months. On initial evaluation, he was emaciated and pale. Physical examination revealed mild epigastric and right upper quadrant tenderness. No jaundice or hepatomegaly was noted.

Laboratory studies showed mild anemia (10 g/dL) and eosinophilia (white blood cells 6,440 cells/L; eosinophils 14.8%). An abdominal computed tomography (CT) showed a 3.5 × 2.4 × 2.8 cm mass in the anterior wall of the gastric body surrounded by edema. In addition, there was a 2-cm nodule located in the left lobe of the liver (Figure [1](#F1){ref-type="fig"}). An upper endoscopy revealed a 4-cm subepithelial lesion in the gastric body. Endoscopic ultrasonography showed a lesion within the gastric submucosa with multiple cystic areas (Figure [2](#F2){ref-type="fig"}). Gastric and liver biopsies showed nonspecific signs of chronic inflammation without evidence of malignant cells. Immunohistochemical studies were inconclusive.

![Contrast-enhanced computed tomography scan showing an heterogeneous gastric mass located in the lesser curvature of the stomach (white arrow) and ill-defined confluent hypodense nodules in the lateral segment of the left lobe of the liver (black arrow).](ac9-6-e00173-g001){#F1}

![Endoscopic ultrasound shows a heterogeneous gastric lesion (arrowheads) with multiple cystic areas which appears mildly hyperechoic when compared with the muscular tissue of the stomach (arrow). Discrete vascular supply is seen on Doppler color.](ac9-6-e00173-g002){#F2}

Laparoscopy was conducted because of the presence of an abnormal abdominal mass and unexplained constitutional symptoms. It revealed a 3 × 3 × 2 cm mass that was fixed to both the transverse colon and the distal aspect of the stomach (Figure [3](#F3){ref-type="fig"}). Biopsy revealed granulomas with eosinophilic walls and multiple cystic cavitating structures. This pattern suggested *F. hepatica* infection in its multi-life-cycle stages (Figure [4](#F4){ref-type="fig"}). IgG immunoblot studies were positive for *Fasciola*, whereas fecal studies revealed typical *Fasciola* eggs. The patient was treated with triclabendazole 10 mg/kg/d for 2 days, which effectively improved his clinical status over the following 6 months. On follow-up, eosinophilia resolved and both serology and stool studies were negative.

![Surgical specimen cystic tumor adhered to the omentum between the distal portion of stomach and the colon. Turbid liquid was noted during surgical incision of the tumor.](ac9-6-e00173-g003){#F3}

![Hematoxylin and eosin stain of tumor biopsy showing multiple ovoid formations, compatible with parasitic structures (evolutionary forms of *F. hepatica*).](ac9-6-e00173-g004){#F4}

DISCUSSION {#s3}
==========

Fascioliasis is a zoonotic disease caused by the trematode *F. hepatica*. The prevalence of this parasite is high in North Africa, Western Europe, and South America, especially in the Andes of Peru and Bolivia. In Peru, the prevalence of this parasite ranges between 8% and 36%.^[@R7],[@R8]^

The infection begins with the ingestion of food or water contaminated by *Fasciola* metacercariae, which then migrate through the stomach and duodenum. The excysted form of the parasite penetrates the intestinal wall, gaining access to the peritoneum where it adopts an inactive form for several days before migrating to the liver. This acute phase lasts 3--5 months and is characterized by fever, abdominal pain, hepatomegaly, and eosinophilia.^[@R2],[@R9]^ In the chronic phase, the parasite reaches the biliary tree where it can cause biliary colic and cholangitis. Rarely, larvae can migrate to ectopic locations such as the brain, epididymis, and stomach.^[@R1],[@R9]^ Previously, Acosta-Ferreira et al described 2 patients with gastric involvement due to *Fasciola*. In both cases, peptic ulcer-like lesions were found in the stomach with no evidence of overt mass.^[@R10]^

A high index of suspicion is important to diagnose fascioliasis. Patients may present with nonlocalized abdominal pain, eosinophilia, and characteristic abdominal CT findings. However, the diagnosis requires demonstrating parasites or eggs in feces, biliary samples, or duodenal aspirates.^[@R11],[@R12]^ Although stool studies have been shown to have high sensitivities in the chronic phase of infection, they may fail to detect *Fasciola* during the early stages.^[@R1],[@R11]^ Therefore, serologic studies may play a more prominent role in the diagnosis of both acute and chronic disease. For example, enzyme-linked immunosorbent assay (ELISA) is able to achieve high sensitivity (96.7%) and specificity (91.2%) in the diagnosis of this infection.^[@R11],[@R13]^ For this case, IgG immunoblot was used as a surrogate for ELISA because of a lack of ELISA availability in tertiary care centers while still achieving satisfactory sensitivity (71%--96%) and specificity (88%--100%).^[@R11],[@R14]^

Abdominal ultrasonography is of little value during the acute phase because biliary dilation and tortuousness of the bile ducts appears approximately 12 weeks after the onset of infection.^[@R1]^ Instead, contrast-enhanced CT scan can be useful in up to 90% of cases because it can demonstrate the presence of multiple, clustered hypodense lesions which tend to converge toward the hepatic hilum.^[@R13],[@R15]^ Endoscopy with cholangiopancreatography may be useful to detect bile duct abnormalities seen in chronic infection. Furthermore, they may play a role in the management of biliary obstruction.^[@R16],[@R17]^ Little is known about the use of endoscopic ultrasonography in cases of *Fasciola* in the gastrointestinal tract. However, it is possible that nonspecific cystic structures in the submucosal layer of the stomach are associated with *Fasciola*-induced pseudotumor. On histopathology, most findings reported in the literature are nonspecific such as granulomas and Charcot-Leyden crystals surrounded by an eosinophilic infiltrate.^[@R16],[@R18]^ However, eggs have been found in specimens from the liver, biliary system, and bowels.^[@R9],[@R19]^ In this patient, biopsy samples revealed multiple fragments of this parasite and ovoid formations covered by an eosinophilic spiny cuticle (Figure [4](#F4){ref-type="fig"}).

The patient was treated with triclabendazole 10 mg/kg for 2 days, which has been associated with the elimination of immature and mature forms of the parasite.^[@R18],[@R19]^ On follow-up, the patient\'s positive response to therapy was reflected in his weight gain and increased oral intake. Repeat laboratory studies demonstrated resolution of eosinophilia, decreased antibody titers, and negative fecal studies. Repeat abdominal CT showed a benign focal lesion in the minor curvature of the stomach in line with benign disease sequela.^[@R16]^

Diagnosis of *F. hepatica* is challenging. Although abdominal pain and jaundice are prominent signs of chronic stages, unspecific symptoms, weight loss, eosinophilia, and endoscopic findings could be initial diagnostic clues. Routine screening with a primary provider can be considered, especially in endemic areas. This is a novel case of *F. hepatica* presenting as a gastric pseudotumor.
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